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Syphilitic processes not only injure the struc¬
tural integrity of the larynx and trachea directly
but, by their location in the regions occupied by
the origin and course of nerve supply, they lead
to dénutrition of the tissues generally, and to se¬
rious motor impairments of the muscles of the
larynx. The distinctions between secondary and
tertiary syphilis, as manifested in the upper air-
passages, are so irregular and uncertain, that
many writers prefer the terms recent and tardy.
In fact, however, secondary lesions are sometimes
tardy and tertiary lesions sometimes precocious.
Secondary lesions are sometimes present as the
sole manifestation of that period. Sometimes
they precede cutaneous manifestations. Most fre¬
quently they occur in subjects already affected
with what are known as mucous patches in other
portions of mucous membrane, or with early cu¬
taneous syphilides.

Pathology.—The earliest and far most frequent
manifestations are subacute and diffusely hyper-
semic conditions of portions of the mucous mem¬

brane, ofvaried extent and intensity; an erythema
with turgescence, but without hypersécrétion, oc¬

curring within from six to ten weeks after infec¬
tion. The affected surface exhibits at first the
usual rose-color of congestion, but, as stasis, in¬
filtrations, and haemic transudations occur, it be¬
comes more or less livid in patches which present
mottled or flaky discolorations. Superficial ero¬
sions often ensue. Occasionally deep-seated ul¬
cération occurs. Sometimes paresis of the mus¬
cles of the larynx is produced. The erosions may
be due simply to dénutrition of epithelium from
mere pressure by infiltrations, or to disintegration
of a characteristic proliferative lesion known as
the papule or mucous patch, by some termed broad
condyloma, a product, according to Virchow, of
the same histological character as the indurated
chancre and the various gummy formations, name¬

ly, an infiltration of tissue with nucleated embry¬
onic cells. These papules are characteristic, but
by no means frequent syphilitic products in the
larynx, and are so infrequent in the trachea that
their occurrence there is denied by authorities the
very highest. They are multiple recurrent lesions,
almost invariably associated with mucous patches
on other mucous membranes; usually lasting from

three to five weeks, and sometimes much longer.
They are observed from within a few weeks to a
few months after infection ; sometimes earlier, oc¬
casionally as late as eighteen months. They are
far the more frequent in tuberculous subjects who
have contracted syphilis.

The erosions which occur on the surface of the
papules or on simply erythematous mucous mem¬
branes are usually superficial, but may extend
through the mucous membrane and beneath it,
under bad hygienic conditions. Under slight
provocative exposures to cold and wet, fluxionary
oedema sometimes takes place in their vicinity,
occasionally to such an extent as to be menacing
to life. The epiglottis often becomes very much
thickened, the vocal bands thickened and denta-
tedly eroded. There seems to be no tendency for
secondary lesions to extend from the larynx to
the trachea.

Tertiary lesions come under notice most fre¬
quently in the stage of ulcération, usually follow¬
ing the liquefaction of gummous nodules, gutn-
mous infiltrations, or true gummata, as may be.
The epiglottis is the most frequent seat ; so fre¬
quent, that its lingual and lateral ulcération has
been erroneously deemed pathognomonic of syphi¬lis ; but destructive lesions may occur in every
portion of the larynx. The ulcération is both
serpiginous and deep-seated, and, while more

commonly unilateral, there seems practically to
be little limit to its phagedenic destructive rav¬

ages under unfavorable conditions, as it destroys
and penetrates all the tissues, soft and cartilagi¬
nous. Slight provocation may produce fluxion¬
ary oedema in this stage also, which may be of
the most serious character. Serious haemorrhages
may occur from penetration of blood-vessels, and
apncea may ensue from incarceration of fragments
of necrosed cartilages and soft tissues. Ulcération
may be attended with proliferative vegetations
which may occlude the air passages. Superficial
ulcération may heal with moderate cicatrization
which eventually becomes hardly noticeable. Deep
and extensive ulcérations heal under peculiar whit¬
ish, lustrous, stellate, retractile cicatrices, similar
to those which follow burns. Instead of cicatri¬
zations, adhesions may take place between con¬

tiguous raw surfaces, and strictures of various
kinds be formed in consequence.

The gummous lesions preceding these ulcéra¬
tions are of three kinds: small gummous multiple
nodules or nodular syphilides ; diffuse gummous
infiltration; and gummata proper, usually isolated.

Small gummous nodules (nodular syphilide,
Lcwin) vary in size from that of small bird-shot
to that of peas, and are usually grouped in well-
defined determinate figures in the body of the mu¬
cous membrane, and often so contiguous as to
appear confluent. Gummata proper, present as
firm hemispherical nodules or tumors, from the
size of peas to that of cherries or almonds, and
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sometimes much larger, in the connective tissue
beneath the mucous membrane; usually uniform in
outline, sometimes lobulated; undiscolored or red¬
dish at the base, yellowish at the summit. Gum¬
mous infiltrations present as more or less longitu¬
dinal or more diffuse submucous thickenings
corrugating the surface of the mucous membranes.
All these products may undergo absorption.

When not absorbed, gummous nodules undergo
purulent liquefaction. At this time they become
softer, and more yellowish at the summit, the
mucous membrane at the base becoming more in¬
flamed and thickened, the whole mass looking not
unlike a furuncle. The summit becomes perfor¬
ated, and gives exit to thickened, yellow pus, with
granular admixture of débris at first. The orifice
rapidly enlarges by ulcération until it becomes
fully as large in circumference as the nodule was, or

larger, and readily coalesces with ulcérations from
contiguous nodules. The ulcération extends in
depth until it occupies the entire volume of the
nodules, and may then penetrate all the tissues
beneath, even to the perichondrium and cartilage.

The ulcération of the nodulous syphilide, as
studied in a series of cases by Lewin, is said to
take place more from periphery to centre than the
reverse, being shallow at first, and then gradually
deepening. The ulcer is round, depressed, and
sharply bordered. Its bed is covered with a se¬
cretion which, from previous fatty degeneration,
or purulent metamorphosis, is either thickish, or

nearly lardaceous, or composed ofpurulent detritus.
The more longitudinal and the diffuser gum¬

mous infiltrations undergo liquefactive ulcération
much more slowly; but the subsequent ulcération,
when unchecked, extends much more rapidly, and
becomes more readily serpiginous and phagedenic;
so that, coalescing with similar conditions in
the vicinity, large surfaces in continuity become
involved in its ravages. As it extends in super¬
ficies it penetrates slowly in depth until it also
involves the deeper structures close to the peri¬
chondrium, and sometimes to the cartilage. Ul¬
cération varies in rapidity, extent and penetration
according to the succulence or resistance of the
tissues contiguous. The ulcération from diffuse
gummous infiltration is preceded, according to
L,ewin, by extensive fatty degeneration of its sur¬

face, which gives it an almost grayish-white
tinge. This is soon followed by actual defects
which, at first shallow, increase in depth, and
gradually penetrate to the perichondrium and the
cartilage. These ulcers are characterized, like
those from the nodules, by sharp definite circum¬
scription, and by their being surrounded with an

inflammatory swollen zone. They appear often
as though a piece of swollen tissue had been cut
out. The edges are often beset with slight crena-

tions, which give them a gnawed appearance, but
are never undermined ; and their bottom is cov¬
ered with a yellowish-white adherent mass, com-

posed of pus, fatty detritus, and shreds of tissue.
Gummata proper sometimes remain unchanged
for prolonged periods. When they undergo de¬
generative metamorphosis there is formed, accord¬
ing to Dewin, only the characteristic viscid fluid,
suppuration being exceptional. Ulcération takes
place, however, in some instances, and penetrates
deeply into the tissues beneath, as in the other
two forms. Under unfavorable hygienic condi¬
tions ofsystem, or ofsurroundings, the phagedenic
ravages may become uncontrollable. They have
been known to attack an artificial opening made
to prevent suffocation by a gumma (Holden, New
York MedicalJournal, January 29, 1887).Perichondritis and chondritis being set up after
either form, the ulcération may penetrate the car¬
tilage to the tissues external, forming a perichon-drial abscess, which ruptures externally by a more
or less circuitous route, whence the fragments of
dead tissues are discharged.

Taken in point of frequency the cartilaginous
structures seem to be vulnerable in the order fol¬
lowing : epiglottis, posterior vocal processes, ary-
tenoids, supra-arytenoids, cricoid, cuneiform and
thyroid. Coming to the softer parts, the vocal
bands are attacked next in frequency to the epi¬
glottis, the left band far more frequently than the
right ; the interior supraglottic walls of the lar¬
ynx, the aryepiglottic folds, the interarytenoid
fold, the posterior wall, the ventricular bands, the
snbglottic walls of the larynx, the exterior of the
soft parts in the pyriform sinus. When the car¬

tilages are attacked, whether primitively or con¬
secutively, the chain of morbid phenomena is
perichondritis, chondritis, calcification, caries, ne¬
crosis, and elimination of sequestra in crumbled
masses and in fragments. The elimination of
dead cartilages may consume months, and even
years. It usually takes place by the interior
route, occasionally by the exterior. In both in¬
stances abscess and fistula are formed, and elimi¬
nation of large fragments by the interior route
sometimes produces suffocative paroxysms, and
occasionally actual suffocation.

The epiglottis, as repeatedly noted, is especially
vulnerable to the syphilitic process, and every
variety of lesion possible may ensue in any ex¬
tent, from insignificant erosion to complete de¬
struction, the character of the lesion depending
upon that of the structure destroyed. It is this,
as pointed out by Seiler, which gives such an ir¬
regular conformation to the epiglottis when its
glands have been destroyed.

Exulceration of the entire mucous membrane of
the edge reveals the exposed cartilaginous struc¬
ture as a yellowish-white stripe imbedded between
two thickened masses of spongy-looking tissue.
Ulcération of the cartilage often commences at the
anterior surface in the form of a round ulcer with
thickened excavated edges Destructive ulcéra¬
tion usually progresses from the side and from the
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edge. When the valve is only partially destroyed
its remains may present two or more irregular
fragments separated by fissures of varying depth,
or a single fragment of any breadth, from a small
stripe to nearly the entire bulk.

When totally destroyed the orifice of the larynx
is separated from the post-lingual sulcus by a
more or less irregular ridge of ulcerated tissue,
which, after cicatrization, presents as a pale, de¬
formed stump. This, however, does not, as a

rule, prevent glutition, and in some instances does
not even interfere with it ; the occlusion of the
larynx being effected by the base of the tongue,
on the one hand, and by close approximation of
the ventricular bands and sphincter-like approxi¬
mation of the aryepiglottic folds, on the other.

The other cartilages, when the subject of de¬
structive progressive ulcération, are macerated
out of their investments, as it were. The ulcera¬
tive process extends into the cartilage, surround¬
ing it, if a small one, or circumscribing a portion
of it, if it be a large one. The cartilage then
perishes by necrosis, is laid bare and becomes de¬
tached from its connections, in some instances re¬

maining entangled in a sort of pocket scooped out
of the soft tissues. The necrosed cartilage finally
breaks through to the interior and is usually dis¬
charged by expectoration. If it be situated below
the glottis, paroxysms of suffocation may ensue,
or even actual apncea, as from any other foreign
body. Exfoliations of the cricoid cartilage are
the most frequent source of these untoward results,
which, however, sometimes ensue from exfolia¬
tions of the thyroid.

The ulcerative process sometimes penetrates
blood-vessels and haemorrhage follows. Such
haemorrhage has been known to terminate fatally
(Tiirck, Op. cit., p. 413, illustrated).

The vocal bands frequently sustain permanent
lesion varying from minute losses of substance to
entire destruction. Transversal dentated erosion
of the border is not uncommon, and detachment
from the posterior vocal processes not infrequent.
Sometimes irregular papillary proliferations take
place, forming mobile, projecting, pyramidal, or

irregular dentritic vegetations, which project like
soft, mobile stalactites into the interior, and which
are large enough, in exceptional instances, to de¬
mand operative interference. Similar conditions
and productions may prevail with the ventricular
bands. Superficial ulcérations may heal with
moderate cicatrization, which eventually becomes
hardly noticeable. In deep and extensive ulcéra¬
tions, when cicatrization occurs, a peculiar lus¬
trous, whitish, stellate, contractile cicatrix is
formed, similar to the syphilitic cicatrix in other
mucous membranes. Instead of cicatrization,
adhesions often take place between ulcerated sur¬

faces, and thus a variety of injurious morbid con¬
ditions occur. The vocal bands may become uni¬
ted by a broad fibrinous band stretching between

them, or by a similar obturator formed of their
thickened and distended mucous membrane. The
membranous web thus formed between the vocal
bands usually unites them for a variable distance,
commencing at the commissure ; the posterior
border of the structure being crescentic in ouline.
Exceptionally the cords may become involved
their entire length, with an orifice in the central
portion of the web (Navratil).

This membranous union has been known to
take place in six days (Rossbach : Dangenbeck
Archives, vol. xiv). In a case watched by Som-
merbrodt (Berlin, klin. Woch., April i, 1878), the
anterior third united in fourteen days, and the
union of the bands was complete in six weeks.
In other cases the vocal bands become united with¬
out any membrane intervention.

Other adhesions sometimes take place which
may seriously impair glutition, phonation, and
even respiration. These comprise depression of
the epiglottis to one side or the other, or to an

aryepiglottic fold, and preventing proper closure
of the valve or complete elevation ; adhesion of
the epiglottis to either lateral pharyngeal wall ;
adhesion of ventricular to vocal band, sometimes
preventing closure of the glottis, and often pro¬
ducing a shrill, weak, piping voice ; adhesions
anteriorly of the two vocal bands or of the two
ventricular bands ; adhesions of the inner sur¬
faces of the mucous membrane of the arytenoid
cartilages, so as to fix the vocal bands im¬
movably in the median position. Other results
of syphilitic laryngitis are hypertrophies, dif¬
fuse and discrete, of mucous membrane, con¬
nective tissues, or muscular substance, and conse¬
quent stricture, varying in extent, locality, and
interference with function ; myopathie paralysis ;
muscular atrophy and morbid growths.

Perichondritis or chondritis, whether following
ulcerative destruction of the soft tissues or pre¬
ceding it, usually excites considerable fibrinous
infiltration into the adjacent submucous connec¬
tive tissue, producing a chronic fibrinous oedema.
When extensive, this produces suffocative symp¬
toms, and may threaten asphyxia. Sometimes
the submucous infiltrations become organized and
transformed into dense fibrous tissues incapable
of undergoing absorption, and thus they produce
deformity, occlusion of the larynx, and stricture.
The strictures are often incapable of yielding to
systematic dilatation, even when instituted early;
and hence tracheotomy is usually necessary to
provide artificial means for respiration below the
seat of obstruction. After tracheotomy, the pro¬
cess may progress to complete obliteration.

Thesestrictures are of the mostVarying form and
calibre, some of them distorting the configuration
of the interior of the larynx almost out of recog¬
nition. Fortunately, most of them occur in the
supra-glottic region, where they are far mote ac¬
cessible to effective treatment.
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Lesions of either soft tissues or cartilage in the
neighborhood of the important crico-arytenoid ar¬
ticulations excite non-specific inflammation of the
joint which may produce true or false ankylosis.
Syphilis is probably the most frequent cause of
this lesion. When the specific process invades
the joint, the ligaments and perichondrium suffer,
and true ankylosis, or luxation, or disarticulation,
and even discharge of the arytenoid and supra-
arytenoid cartilages, may ensue.

In the latter stages of unrestrained lesion, the
cachexia is much the same as in analogous ad¬
vanced stages of tuberculosis.

Myopathie paralyses of the muscles of the lar¬
ynx may occur in the later periods of secondary
syphilis, and at any period of tertiary syphilis.They are most frequently unilateral, the left side
being affected far offener than the right. The
onset is often sudden or acute, following severe
or sudden exposure to cold and dampness. The
paralysis often affects the dilator muscles, and
bilateral paralysis of the dilators is not infrequent.
Paralyses of the arytenoid muscle and of the en¬
tire constrictor group are the most frequent vari¬
eties. These paralyses differ in their pathological
origin from other examples of paralysis in syph¬
ilis, which are due, respectively, to compression
of the tract of the nerve-supply by diseased trach-
eo-bronchial glands or other structure, and to
neural or cerebral lesions which present in the
latter stages of the confirmed dyscrasia.

Tertiary lesions of the trachea are first observed
so very frequently in the stage of ulcération, that
it had been assumed that tertiary syphilis of the
trachea always produces ulcération (Vierling).
Schech and others have reported instances of ré¬

sorption of gummata under specific medication.
The clinical tendency, however, is to ulcération.
Trachéal ulcerative lesions are sometimes unasso-
ciated with lesions elsewhere in the aerial tract.
Much more commonly they are found associated
with similar lesions in the larynx, in the bronchi,
or in both.

Pharyngeal syphilis exists in thirty out of
forty-six, collated by Vierling, and pulmonary
syphilis in six out of fifty (Schech). They are
often found associated with additional syphilitic
lesions at a distance. In a large proportion of
instances a primitive bronchus is affected, the
left one the more frequently ; in some, both
primitive bronchi ; in a few, the smaller ramifica¬
tions (Vierling); and, exceptionally, even the
minutest (Lancereaux). In some instances syph¬
ilitic lesion is confined to the bronchia (five cases,
by Vierling). The upper portion of the trachea
suffers most when the larynx is involved ; the
lower portion, when the disease is isolated or as¬
sociated with syphilis of the bronchi. In some
instances the middle portion alone suffers (Vigla
and Chamal, Berger, Mackenzie, of Baltimore,
Semon) ; exceptionally, the two extremities, with

complete conservation of the middle portion
(Tessier, cited by Rey).

When not occurring in direct continuity with
similar lesion in the larynx, the most frequent
seat of ulcération is in the anterior surface of the
lower portion of the trachea just above the
bifurcation whence it extends upward, or in
patches continuously sometimes as far as the
cricoid cartilage ; sometimes almost completely
around the interior in periphery, occasionally
completely around. Multiple perichondritis is
easily set up and results in abscess, denudation of
cartilage, calcification, caries, and necrosis. Por¬
tions of dead cartilage are sometimes coughed up
in fragments. Sometimes semi-detatched por¬
tions project into the interior and interfere seri¬
ously with respiration and with expectoration.
The ulcération usually begins in a number of
small ulcers which extend in depth and in
periphery, baring the perichondrium, and causing
portions of the cartilaginous rings, or entire rings,
to undergo denudation, necrosis, and exfoliation.
Coalescence with similar ulcerating surfaces, or

phagedenic extension sometimes produces very ex¬
tensive ravages which may involve nearly the en¬
tire circumference of the trachea, and nearly, oc¬

casionally quiet, its entire length. Flaps of de¬
tached membrane sometimes fall over, producingvalvular impediments to inspiration, or to expira*
tion, according to the position of the attachments.
The cicatrization of annular ulcérations produces
stricture often so low down as to be beyond relief
even from tracheotomy, the parts not being well
adapted to respond to artificial dilatation. The
strictures are irregularly ovoidal in shape, some¬
times funnel-shaped, and of varying thickness
from a few lines to that of several rings.

These cicatrices may reduce the calibre of the
trachea so considerably as to prevent respiration.
Occlusion to the calibre of a crowquill is not un¬

common, and still greater occlusion has been
noted in some instances. Annular stricture at
the bifurcation may become so great as barely to
admit the passage of a delicate probe. (Obtu-
lowicz: Cent. f. Chir., 1879, No. 7).

Irregular annular dilatation of the trachea is
often produced by the pressure of the air current
above the stricture and sometimes below it. Even
dilatation of the bronchi has been noticed.

Projecting ridges of cicatricial tissue below the
point of stricture are sometimes so located as to
occlude the inferior orifice of a trachéal cánula
more or less, a point not sufficiently recognized,for it might be practicable in some instances to
push a cánula into a position which would allow
its inferior extremity to pass the obstruction.

Stricture of the bronchi is rare. It affects the
left bronchus more frequently (Verneiuel et al. ) ;
sometimes the right one (Wilks, et al.); oc¬

casionally both (Virchow, et al.). The connective
tissue around the strictured portions usually un-
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dergoes permanent sclerotic proliferation. Some¬
times there is great peritracheal sclerosis, some¬
times none. The peritracheal glands may un¬

dergo great enlargement. All these conditions
superadded to the internal stricture, may greatly
increase stenosis.

Ulcération sometimes penetrates through the
trachea producing abscess opening into the
oesophagus or the mediastinum, the aorta (Roki-
tansky : Path. An., Bd. in, p. 22; Wilks :
Trans. Path. Soc, London, 1865, p. 52), the pul¬
monary artery (Kelly : Id., 1872, p. 45), or the
vena cava (Turner: Id., xxxvii. p. 117). In at
least two instances of ulcération of the left
bronchus the left branch of the pulmonary artery
has been found perforated. (Vierling).

Inflammation around the trachea or bronchi
sometimes produces adhesions to the oesophagus
or to other tissues, which depresses the trachea
and larynx and impairs their upward movements
in glutition. Sometimes it produces peritracheal
or tracheo-bronchial abscess. Abscess of bronchus,
sometimes deeply seated, has occurred after
tracheotomy, apparently as a result of too assidu¬
ous swabbing of the cánula.

The lesions of hereditary syphilis are almost
identical with those of the gummous infiltrations
of tertiary syphilis. They sometimes appear
very early. Ulcérations have been noticed in in¬
fants at 2 months of age (Parrot : Prog. Méd.,
1878, p. 653). Stricture from perichondritis has
been noticed at the same age (Fränkel : Wien.
Med. Woch., 1868, No. 18; Parrot: loc. cit.).

Symptomatology.—The laryngeal symptoms of
secondary syphilis are not characteristic. They
are chiefly comprised in dissonant alterations of
the voice, either hoarseness, dysphonia, and in
some cases occasional or temporary aphonia. The
hoarseness is supposed to have some peculiarity
which has been termed raucedo syphilitica, but
this is not the case. In some instances it is sim¬
ply due to catarrhal laryngitis, in others to pare¬
sis of one or more of the constrictor muscles, or

possibly to paralysis of the tensors. Respiration
is not affected except in those instances in which
oedema occurs in such a position as to occlude
the passage of air, when it will be announced by
dyspncea and stridulous respiration, the charac¬
teristic symptoms of that condition. Titillation
and cough are not as frequent as in inflammations
of other origin. In many instances there is no

tickling and no cough, no pain and no dysphagia.
Dysphagia is not present unless there be oedema

of the parts utilized or pressed upon in glutition.
In tertiary syphilis of the larynx the symptoms

are usually those of impairment of phonation,
followed in severe cases by dyspnoea and stridor
also, chiefly inspirator}'. The stridor is worse at
night from inaction of the auxiliary muscles of
respiration. Should the mechanical impediment
to respiration increase, inspiratory depression of

the soft parts below the sternum takes place. If
relief is not obtained, artificially or otherwise,
asphyxia supervenes from imperfect aeration of
the blood. Suffocation may occur suddenly from
impaction of detached cartilage ; but it is more

frequently slow enough in its approaches to allow
time for tracheotomy.

Titillation and cough are more frequent in the
earlier stages than in secondary syphilis ; but they
diminish after ulcération has taken place, except
in so far as they are produced from time to time
by morbid products detained upon diseased and
adjacent surfaces. Pain is infrequent before the
period of ulcération ; after that it may be severe,
and radiate into the ears as in other ulcerative
diseases. In the early stage there is no expec¬
toration. The earliest expectoration is of collat¬
eral catarrhal products only. As ulcération pro¬
gresses it becomes muco-purulent, and then
purulent and sanguineo-purulent, and mixed with
detritus according to the stage and location of
the lesion.

If gangrene takes place the odor becomes fetid,
and the expectoration contains fragments of dead
soft and cartilaginous tissue, as may be.

Dysphagia ensues when the disease is in a lo¬
cality to interfere with glutition, and odymphagia
when ulcérations have occurred in the same lo¬
calities.

In tertiary syphilis of the trachea the symptoms
affect mainly the function of respiration, the voice
often remaining normal even when breathing is
seriously embarrassed.

Pain along the course of the trachea, if con¬

stant, is indicative of lesion at that particular
point. Cases may run their entire course without
any special symptom, even in the presence of stric¬
ture of the trachea, and of the bronchi, and of ex¬
tensive disorganization as revealed at the post¬
mortem examination.

In hereditary syphilis, the symptoms are some¬
times congenital and may remain practically con¬
tinuous for years. Respiration and phonation are
both affected. The cry of the infant sometimes
possesses a shrill metallic resonance which has
been compared to that of a tin trumpet. Cough
is more frequent in the child than in the adult.
Glutition is often difficult and sometimes painful.
Expectoration occurs in the suppurative stages
when the child is old enough to expel the products,
which by infants are swallowed or retained in the
air passages. Laryngismus is a symptom of fre¬
quent occurrence in young children.

Etiology.—The probable condition attracting
the manifestation of constitutional syphilis to the
larynx is superficial catarrhal laryngitis from
hereditary or acquired proclivity, or from expo¬
sure, or from abuse of tobacco, alcohol, or other
indulgence, or from misuse of the voice. Such
exposures cause more males to be affected than
females, as there is no assignable sexual reason
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for preponderance. Trachéal lesions, on the other
hand, have been reported more frequently in fe¬
males, probably because the laryngeal lesion is
attended to more promptly by the male. Syphilitic
disease often extends by continuity from the oro-
pharyngeal region to the larynx, principally alongthe pharyngo-epiglottic fold to the epiglottis, and
thence along the aryteno-epiglottic fold, and from
the two structures to the interior. Hereditary
syphilis has been observed in intra-uterine life
(Monti : Med. Times, Phila., April 28, 1877, p.
336). Hereditary syphilis of the intensest char¬
acter has been occasionally observed at a very
early age, as in the case of an infant whose symp¬
toms began with coryza in the tenth week of life,
and terminated in death by suffocation from steno¬
sis nineteen days later. Post-mortem, with ex¬
amination, revealed in addition to syphilitic lesions
in the liver, destructive perichondritis of cricoid
and left arytenoid cartilage, and fatty degenerationof arytenoid and both posterior crico-arytenoid
muscles and the left superior nerve (Fränkel :
Wien. med. Woch., 1868, Nos. 69, 70, cited by
Ziemssen and by Mackenzie). Children less than
a year of age often show laryngeal lesions of
hereditarysyphilis,and ulcerative lesions havebeen
seen at two months of age (Parrot : Prog. Mêd.,
1878, p. 635). Many cases occur in children but
a few years of age, and sometimes the manifesta¬
tions are deferred to the period of puberty or even
later. Indeed, in opposition to the received opinionof syphilographers, I have reason to believe that
in a few instances I have seen its manifestations
delayed as late as the third and even the fourth
decennium. True, in such instances as the latter
it is quite possible that infection may have been
acquired in some method unknown, without hav¬
ing been followed by any secondary manifesta¬
tions, or that early hereditary manifestations
may have escaped recognition. The secondary
manifestations occur most frequently in adoles¬
cents and young adults. They appear most fre¬
quently at periods varying from a few weeks to a
few months after infection, sometimes as late as
the fourteenth or seventeenth month (Morgan).Tertiary lesions are most frequent at rather ma-
turer ages, and occur occasionally in quite ad¬
vanced life. They have been reported as early as
the sixteenth month (Tiirck, op. cit.), and as late
in their first appearance as the thirtieth (Tiirck),and even the fiftieth year (Mackenzie). Tracheo-
bronchial tertiary lesions have been reported as

appearing as early as the ninth month after infec¬
tion, but these lesions are usually coincident with
the laryngeal lesions when not immediately con¬
secutive to them.

Most of the instances of trachéal syphilis occur
in individuals whose employments expose them to
irritation from dusts of various kinds (Vierling :
Deutsches Arch. f. Min Med., 1878, Bd. 21).

( To be concluded.)

PUBLIC HEALTH.

DISINFECTION AND DISINFECTANTS.
Conclusions of the Committee on Disin¬
fectants of the American Public Health

Association.
The most useful agents for the destruction of

spore-containing infectious material are :
i. Fire. Complete destruction by burning.
2. Steam underpressure. 1050 C. (2210 Fahr.)

for ten minutes.
3. Boiling in water for half an hour.
4. Chloride of lime} A 4 per cent, solution.
5. Mercuric chloride. A solution of 1:500.For the destruction of infectious material which

owes its infecting power to the presence of micro¬
organisms not containing spores, the committee
recommends :

1. Fire. Complete destruction by burning.
2. Boiling in water for ten minutes.
3. Dry Heat. 1100 C. (2300 Fahr), for two

hours.
4. Chloride of lime. A 2 per cent, solution.
5. Solution of chlorinated soda.1 A 10 per cent,

solution.
6. Mercuric Chloride. A solution of 1:2,000.
7. Carbolic acid. A 5 per cent, solution.
8. Sulphate of copper. A 5 per cent, solution.
9. Chloride of zinc. A 10 per cent, solution.
10. Sulphur dioxide} Exposure for twelve

hours to an atmosphere containing at least 4
volumes per cent, of this gas in presence of
moisture.

The committee would make the following rec¬
ommendations with reference to the practical ap¬
plication of these agents for disinfecting purposes :

for excreta.

(<z) In the sick-room :
1. Chloride of lime in solution, 4 per cent.
In the absence of spores :
2. Carbolic acid in solution, 5 per cent.
3. Sulphate of copper in solution, 5 per cent.
(b) In privy vaults :
1. Mercuric chloride in solution, 1:50o.4
2. Carbolic acid in solution, 5 per cent.
(c) For the disinfection and deodorization of

the surfaces of masses of organic material in
privy vaults, etc. :

Chloride of lime in powder.
for clothing, bedding, etc.

(a) Soiled underclothing, bed-linen, etc.:
1. Destruction by fire, if of little value.
2. Boiling for at least half an hour.
1 Should contain at least 25 per cent, of available chlorine.
2 Should contain at least 3 per cent, of available chlorine.
3 This will require the combustion of between 3 and 4 pounds of

sulphur for every 1,000 cubic feet of air space.
4The addition of an equal quantity of potassium permanganate

as a deodorant, and to give color to the solution, is to be recom-
mended.
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